In recent years the whole field of skull base surgery formerly a no man's land has come increasingly into Liquorrhea, which is a common complication of skull base fractures, is treated in most cases by the neurosurgeon. It must however be pointed out that the otolaryngologist has a better possibility of getting good results than the neurosurgeon, if the defect in the dura is located in the area of the spheaoid sinus. In this kind of injury we can get very satisfactory results after exploration of the roof of the sphenoid sinus and insertion of a graft of muscle or fascia.
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When I now touch upon the paranasal sinuses, it is reasonable to stop for a moment at malignant tumors in this region with infiltration of the dura. Earlier, we very often considered these cases as inoperable.
Sometimes in tumors with a low grade of differenti ation we can get good results, or at any rate some palliative effect with irradiation. In other cases we always try to resect the affected part of the dura and cover the defect with a full-skin graft.
There are two regions of the skull base in which I have been especially interested, namely the area of the jugular foramen and, since many years, the area of the sphenoid sinus.
At our clinic we have for many years been specially interested in the whole area of the skull base.
We usually divide the approaches to the skull base into three types. The first is through the ear, in First we must know the pneumatization of the sphenoid sinus. We classify the sphenoid sinuses into three main groups -namely, conchal, presellar and sellar types.
The conchal type of sphenoid sinus does not reach into the body of the sphenoid bone.
The presellar type of sphenoid sinus is easily located on the X-ray picture. The anterior wall of the sella turcica does not bulge into the sphenoid sinus.
The sellar type of sphenoid sinus is so deep that the anterior wall of the sella turcica is, on the average, only half a millimeter thick.
The sellar type of sphenoid sinus is most common.
Both the presellar and the sellar type may occur in the same patient. In our series, both sphenoid sinuses were of the pressellar type in 11 percent and of the conchal type in 3 per cent.
The thickness of the anterior wall of the sella turcica is important -the thinner the wall, the easier is the initial break-through to the pituitary.
Other factors to be borne in mind in transsphe noidal interventions are variations in the position of the intersphenoidal septum. These can best be recognized on radiograms in the axial projection.
Operative technique
The first step is a maxillary sinus operation according to Denker, and the second step involves exposure of the sella turcica and enucleation of the pituitary gland or tumor..
After ethmoidectomy, the anterior wall of the sphenoid sinus is displayed. As a rule, the two ope- After thorough cleansing of the operative cavity, a vertical and a horizontal incision are made through the capsule with a fine knife or diathermy knife. It is important to start the former incision in an area devoid of veins, and then to widen the opening in the direction of the cavernous sinus. A small curved knife is used, when -after the first incision -the capsule has been freed from the actual glandular tissue with a small dura hook. Through the cruciate incision thus formed, the hypophysis bulges increasingly forwards. The flaps of the capsule are turned outwards, so that the anterior wall of the gland or the tumor is displayed to a successively greater extent. At this point, there may be moderate bleeding from the internal aspect of the capsule, but it can be arrested by very slight pressure. Dissection is then continued with an elevator between the capsule and the gland. As a rule, there is no difficulty in rotating out the gland. However, in some cases it seems to be adherent to the capsule, particularly at the sides. The gland is pressed downwards, so that the stalk becomes visible and stretched. This may be associated with slight leakage of spinal flud. The pituitary stalk usually ruptures when the pressure on the gland is gently increased from above with the dissector. When the stalk has ruptured, the hypophysis wells out. A few millimeters of the stalk generally follow the main preparation.
Moreover, when there is a leakage of spinal fluid, it usually ceases when the stalk has ruptured. The stump of the stalk seems, in fact, to plug the hole in the diaphragma sellae. The empty cavity is filled with a small piece of muscle, taken from the anterior asp ect of the thigh. The cavity is then plugged with gauze, which is removed successively between the 5th and 8th postoperative days.
After this demonstration, I would like to say some words about acromegaly and chromophobe adenomas, the two most common diseases that may be discussed here.
Acromegaly is a disease which, !untreated, leads to significant disability and shortening of life expectancy through intracranial extension of the tumor, diabetes mellitus, hypermetabolism, splanchnomegaly, and, ultimately, heart failure.
It is a polysymptomatic disease and may be as- Our series contains six cases of craniopharyngioma. It is worth mentioning that the first patient we operated on through the sphenoid sinus had a craniopharyngioma, for which the neurosurgeons had regarded a transcranial procedure as being too extensive.
We have also tried hypophysectomy in cases of Cushing's syndrome. Our experience here is limited to 18 patients.
We have done hypophysectomy in 30 cases of diabetes mellitus with severe retinal changes. In such cases the results have been better.
We mean that the transantrosphenoidal approach should be borne in mind when a pituitary tumor is present. In many cases it is unquestionably the method of choice and in certain cases may even be the only possible one.
